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Summary Objective: To establish a mechanism for ensuring and regulating quality
of pre-service midwifery education in Afghanistan during a period of intense
expansion.
Study design: Case study of public health practice in health workforce development.
Methods: Afghanistan’s high maternal mortality is due, in part, to a lack of
competent skilled midwives. In post-conﬂict Afghanistan, 21 midwifery schools were
re-opened or established between 2003 and 2007 in an atmosphere without proper
regulatory mechanisms for ensuring educational quality. A national accreditation
programme for midwifery education was developed with the following components:
an appropriate policy foundation; educational standards and tools to assess
achievement of these standards; technical support to programmes to identify gaps
and solve problems; and a system of ofﬁcial recognition.
Results: All midwifery schools were mandated to achieve accreditation. Nineteen
schools had been accredited by early 2007, with an average achievement of 91% of
the agreed and mandated national standards for running a midwifery school. One
school has been closed by the National Midwifery Education Accreditation Board due
to inability to achieve the standards.
Conclusion: Establishment of a national mechanism to accredit midwifery schools
and ensure quality education can be achieved during a period of rapid expansion.
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reserved.
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Introduction
The maternal and newborn health statistics in
Afghanistan are among the worst in the world.
The maternal mortality ratio in Afghanistan is 1600
deaths per 100,000 live births, and the highest
maternal mortality ratio ever recorded (6500
deaths per 100,000 live births) was found in remote
Badakhshan Province in north-east Afghanistan.
1 An
estimated 23,000 Afghan women die of maternal
causes each year.
2 Maternal causes account for
16–65% of deaths of women of reproductive age,
with the proportion attributable to maternal causes
increasing as access to care decreases.
1 In addition,
newborn survival is poor, with an estimated new-
born mortality rate of 60 deaths per 1000 live
births.
3
The classic model for describing causative factors
of maternal death, the Three Delays Model,
4 is
applicable in Afghanistan where knowledge of
danger signs, access to care and quality of care
are all less than ideal. In 2002, shortly after the end
of the Taliban Regime, there were 467 midwives in
the country for an estimated population of 23
million.
5
The donor response to rebuilding the health
system was vigorous and comprehensive,
6 and
focused on contracting out the majority of health
services. This included contracting non-governmen-
tal organizations (NGOs) to develop educational
schemes for preparing appropriate health person-
nel. Over a 2-year period, 19 new midwifery schools
opened in Afghanistan and used a variety of
teaching approaches united by a common national
curriculum. A national accreditation programme
for midwifery education was developed in order to
establish standards for the education of midwives,
and to reduce substantial variation in programme
design and implementation.
Background
Accreditation is deﬁned as the status of public
recognition that an accrediting agency grants to an
educational institution or programme that meets
the agency’s established standards and require-
ments.
7 There are more data available on the
accreditation of medical education programmes in
the developing world than for midwifery education
programmes in the same regions. A survey con-
ducted in 2004 by the World Health Organization
(WHO) and the World Federation of Medical
Education shows that accreditation programmes
exist for between one-third and three-quarters of
medical schools in the Eastern Mediterranean,
South-East Asian and African regions.
8 Limited data
are available on the accreditation of midwifery
schools in these regions, although WHO has called
for the accreditation of health professionals’
education and training in the region.
9 While
accreditation is a typical requirement for the
functioning of a midwifery school in many indus-
trialized countries, and is one of the foundations
for excellence in midwifery education,
10 there are
often neither the means nor the mechanisms for
accreditation of midwifery schools in settings with
more limited resources and educational infrastruc-
ture.
Accreditation of health services and pre-service
education programmes has often been recom-
mended as a way to improve the quality of
care.
11,12 To be effective, an accreditation system
should be linked to clear educational objectives of
the institution and based on performance.
13
Midwifery education in Afghanistan was formally
established in 1972 with the formation of the
Intermediate Medical Education Institute, renamed
the Institute of Health Sciences (IHS) in 2004, in
Kabul. This institute, including its seven satellite
campuses, was responsible for the education of all
midwives in the country under the direction of the
Ministry of Public Health (MOPH). Afghanistan
suffered 23 years of war and isolation, from the
fall of the Government of Daoud Khan in 1978 and
the Soviet invasion in 1979 to the end of the Taliban
Regime in 2001. During this time, sparse resources
were available to revise the midwifery curriculum
or improve teaching capacity. In 2002, the domi-
nant educational philosophy was a knowledge-
centred model, rather than an approach wherein
students gradually achieve mastery of selected
skills that is the philosophy of current competency-
based educational approaches.
The time of the Taliban Regime saw restrictions
in access to health care and education, which
affected women disproportionately. While midwif-
ery schools were never ofﬁcially closed, there were
substantial restrictions on the movement, and
therefore the education, of females. From 1996
to 2002, no new midwives were educated through
the Government system. NGOs working in rural
areas were conducting short practical courses
lasting for 1–6 months and calling graduates by a
variety of titles, from traditional birth attendant to
midwife. However, the Government neither recog-
nized these titles nor had a clear process in place
for the vetting of health worker education.
In addition to the disruption of professional
education for women, primary and secondary
education of girls was completely suspended. While
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this had substantial negative consequences for the
country overall, resulting in literacy levels among
Afghan women of approximately 21%,
14 it impacted
speciﬁcally on the professional education of women
as the pool of young women with sufﬁcient literacy
in science, maths and reading dwindled.
After the fall of the Taliban and the inﬂux of
development and economic aid to Afghanistan in
early 2002, there was substantial interest in the
education of female health workers, especially for
rural areas. The development of a basic package of
health services, a central policy document of the
MOPH outlining the services to be offered at
different levels of the health system,
15 placed the
majority of reproductive health service delivery in
the hands of midwives. Three major donors, the
United States Agency for International Develop-
ment (USAID), the World Bank and the European
Community (EC), contracted out the delivery of
health services, including the education of various
cadres of health workers to deliver these services,
to NGOs. These NGOs were faced with the task of
conducting comprehensive professional pre-service
education programmes for midwives in places with
limited infrastructure and educational capacity.
In mid 2001, HealthNet International began to
develop a community-based midwife training pro-
gramme in Nangharhar Province in eastern Afghani-
stan. While the programme was of high quality,
there was no clear understanding in Afghanistan of
the principles of competency-based education of
health workers.
16 This initiated a national discus-
sion that led to the development of an updated
national midwifery curriculum in 2003. However,
application of this curriculum throughout the
country remained inconsistent.
The launch of the national curriculum and the
acceptance of midwives as the health worker of
choice for maternal and newborn health care
resulted in a substantial increase in attention and
funding for midwifery education. During 2003 and
2004, 16 midwifery schools were either opened or
re-opened. This rapid expansion of midwifery
education was seen as critical to address health
service delivery needs, but was also seen as a
potential threat to quality education as a result of
limited capacity. All concerned stakeholders were
in search of a mechanism that maintained the
quality of education in the face of this expansion.
At the same time, the MOPH was beginning to
address the issue of licensure and regulation of
health workers, given that no adequate system had
existed in the country for the past 25 years.
Training programmes both inside and outside
Afghanistan had been inconsistent with national
needs and sound educational principles. Health
workers were unable to meet basic job perfor-
mance requirements, and a national licensing
process had a failure rate of more than 70% due
to applicants with incomplete qualiﬁcations gained
during the years of conﬂict sitting the examination.
The MOPH recognized the opportunity to establish
an accreditation programme for midwifery schools
at the same time as it established national licensing
procedures to address the failures of previous
educational schemes.
This paper presents the experience of the design
and implementation of a simple, structured system
for accrediting midwifery education programmes in
Afghanistan. It relates the process for guiding an
educational system through rapid expansion in a
post-conﬂict environment, and theorizes that edu-
cational quality can be achieved during a period of
rapid expansion and high demand for health worker
production.
Methods
Establishing the foundation
Development of a national accreditation pro-
gramme for midwifery education required the
following components: (1) an appropriate policy
foundation; (2) curriculum and teacher capacity-
building approaches; (3) educational standards and
tools for assessing achievement of these standards;
(4) technical support for programmes to identify
gaps and solve problems; and (5) a system to
reward achievement. The accreditation pro-
gramme was established through a consensus-
building approach, that involved all schools as well
as counterparts from the Afghan Government and
donor and technical agencies.
At the time, no policy existed in Afghanistan
regarding who could open and run a midwifery
school, what must be taught or how students were
to be assessed as competent. In addition, there was
little guidance from the Government about its
expectations regarding the preparation of health
workers who would later be employed by the MOPH
as service providers. Oversight for preparation,
licensure and conduct of health workers was
informal and unstructured. Decisions to open or
close health professional schools had been based on
criteria that were neither explicit nor obvious, and
such decisions were often political. A new docu-
ment, ‘National policy on midwifery education and
the accreditation of midwifery schools in Afghani-
stan’, was endorsed by the MOPH to address this
lack of clarity and to establish educational and
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procedural standards. It included guidance on
recruitment, admission, education and deployment
of students, as well as establishment, monitoring
and accreditation of educational programmes.
Prior to 2003, no job description for midwives
existed. A job description, adapted from the
deﬁnition of a midwife from the International
Confederation of Midwives and reﬂecting a compe-
tency-based approach to care,
17 was developed and
agreed to by all stakeholders, and endorsed by the
Government. It provided the framework for the
development of a new midwifery curriculum and
complete set of training materials. The reference
manuals ‘Basic maternal and newborn care’
18 and
‘Management of complications in pregnancy and
childbirth’
19 served as the primary texts for the
midwifery programme.
Clinical courses in essential obstetric care, family
planning, newborn care and antenatal/postnatal
care were conducted to update the knowledge of
faculty and standardize their clinical skills in
accordance with the new curriculum. Courses in
effective teaching methodology
20 were provided to
orient the faculty to the new competency-based
teaching approach upon which the curriculum was
based. All faculty who were expected to partici-
pate in either classroom or clinical instruction were
required to take both clinical and pedagogical
courses.
Financial grants for the majority of schools were
provided to national and international NGOs from
USAID, World Bank and the EC. Fig. 1 shows the
distribution of schools across the country as related
to population density.
Standards-based educational management
and recognition
A methodology similar to ‘Standards-based man-
agement and recognition’ (SBMR)
21 was used to
support schools in the process of improving their
educational performance. The methodology was
adapted to support improved management and
performance of educational programmes through
the explicit use of deﬁned educational standards,
and followed a common performance improvement
model.
The four steps of this SBMR methodology were
followed in the accreditation programme. The four
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Figure 1 Midwifery education programmes in Afghanistan.
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steps of SBMR are: (1) establish the standards; (2)
implement the standards; (3) measure progress;
and (4) reward achievement. In order to establish
the standards, a series of workshops were held with
all stakeholders, including programme implemen-
ters, teachers, administrators, MOPH policy makers
and technical advisors, starting in November 2004.
Additional input was solicited from students and
other stakeholders. A list of 59 educational
standards in four areas, namely classroom and
practical instruction, clinical instruction and prac-
tice, school infrastructure and training materials,
and school management, was established and
included detailed, objective veriﬁcation criteria
for each standard. These standards were pilot
tested by programmes and reﬁned to produce a
ﬁnal list in July 2005. Development of the standards
was guided by certain principles. Standards had to
be meaningful (achievement will have an impact on
education), appropriate (clearly related to compe-
tency-based education of midwives), measurable
(clearly deﬁned and objectively measurable),
achievable (within reasonable, but not necessarily
easy, reach of programmes) and acceptable (agreed
upon by stakeholders).
Speciﬁc tools that listed the standards, as well as
the veriﬁcation criteria for determining if the
standard was met, were developed for use by the
programmes to educate colleagues, establish practice
and monitor progress. The tools were translated into
Dari, one of the two main languages in Afghanistan.
School administrators were taught how to use the
tools and interpret performance compared with the
standard, and they were given exercises to practice
scoring, reporting and presenting the results.
Scoring of the standards is through a dichotomous
numeric system of 0 or 1. If all veriﬁcation criteria
for a particular standard are met, that standard is
considered to be achieved and a single point is
scored. If any single veriﬁcation criterion is missed,
the entire standard is considered as not achieved
and no point is scored for that standard. Scores
consisting of the number of standards achieved
versus the total number of standards by area are
calculated, thus quantifying achievement based on
the standards.
Each school developed its own approach to
implementation of the standards. Technical assis-
tance was provided to as many schools as possible,
but not all schools received assistance due to
security issues and limited resources. Guidance was
provided on the meaning of each standard and the
types of resources available to achieve the stan-
dard. Resources included clinical and pedagogical
courses, technical guidance on how to procure
anatomical models and textbooks, etc.
Approximately once every 4–6 months, all pro-
grammes attended a workshop to compare results,
describe challenges and solutions, and clarify
issues. Prior to each workshop, each programme
conducted an internal self-assessment using the
assessment tools. During the workshop, the pro-
grammes presented their achievement graphically
and compared it with their own previous perfor-
mance. They reported on standards achieved since
the last workshop and how they overcame chal-
lenges. Programmes networked with each other to
offer unique solutions to individual problems.
Problems that were common to a majority of
schools were solved collectively, such as the
absence of speciﬁc policies or evaluation tools.
Programme implementation
Following the establishment of the standards and
the development of the tools, programmes were
visited to conduct an external baseline assessment.
Subsequent assessments were internal assessments
conducted by the school’s faculty and administra-
tors.
Thresholds were established by consensus for
accreditation (Table 1). To achieve accreditation,
schools must achieve an overall score of 80%
achievement of all standards, plus at least 80%
achievement of the standards in each area.
When a school achieved 80% of the standards by
internal self-assessment, they could either request
a binding accreditation assessment or a non-binding
external assessment. Binding assessments had to be
accomplished before the school could graduate its
ﬁrst batch of students.
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Table 1 Programme status by percentage achievement of educational standards.
Programme status Achievement of standards (%) Time frame
Full accreditation X80 Renewal every 2 years
Provisional accreditation 70–79 Re-assessment in 1 year
Probation 60–69 Re-assessment in 6 months
Suspension o60 Improve or close in 3 months
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The administration of the programme was carried
out by a semi-autonomous board established for the
purpose of regulating the quality of midwifery
education in the country. The National Midwifery
Education Accreditation Board was formed to guide
the establishment, performance and accreditation
of all midwifery programmes in the country, both
governmental and non-governmental. It is com-
posed of nine members, four from the MOPH and
ﬁve from outside the MOPH (Table 2), and is meant
to diffuse the decision-making process for estab-
lishing and accrediting a midwifery school.
Binding assessments for accreditation were gen-
erally conducted by a team of three assessors,
including one member of the Board and two peer
assessors, approved by the Board, from among the
faculty at other recognized midwifery schools. This
composition of the assessment team was chosen in
an effort to broaden the base of responsibility for
quality education and to further a sense of
participation in the process. In addition, this
approach built capacity, enhanced transparency
and provided assessors further opportunity to see
how colleagues addressed implementation chal-
lenges.
Based on the projected annual expenses of the
Board, and to facilitate sustainability, each pro-
gramme is assessed and required to pay an
accreditation fee that must be paid by the time
of the accreditation visit.
The establishment of the accreditation process
occurred simultaneously with the founding of the
Afghan Midwives Association and an effort to
professionalize midwifery in Afghanistan.
22 Given
the high maternal mortality and the commitment of
the Government to improve maternal health, there
was substantial political will to ensure success of
the accreditation programme.
Recognition of achievement played a major part
in the establishment of the programme and the
willingness of programmes to participate. An
accreditation logo (Fig. 2) was designed and is only
permitted to be displayed at schools that are
accredited. The logo is also afﬁxed to the diplomas
and certiﬁcates of midwives who have graduated
from accredited programmes. NGOs and the MOPH
agreed that they would only hire new midwives who
graduate from accredited programmes. Donors are
required to provide new ﬁnancial support solely to
midwifery programmes that have achieved accred-
itation or provisional accreditation. For a period of
time, graduates from accredited schools would also
be exempt from the national licensing examination
for midwives, and are automatically given their
midwifery licence and their national health worker
identiﬁcation card. Automatic licensure was
granted due to the enormous back log of testing
that existed for those practitioners who claimed
that they were educated as midwives during the
conﬂict through numerous unstructured and unrec-
ognized educational programmes.
Results
Between June 2002 and May 2007, 23 midwifery
schools were operational in Afghanistan. One
school (in Farah Province) closed prior to the
implementation of the programme and re-opened
2 years later, one school (in Nimroz Province) was
ordered to close by the MOPH and its donor due to
obvious lack of adherence to national standards,
and one Government-run school (in Kunduz) asked
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Figure 2 Logo of the National Midwifery Education
Accreditation Board.
Table 2 Composition of the National Midwifery
Education Accreditation Board.
The Board consists of representatives of the following
institutions:
MOPH Human Resources General Directorate (1)
MOPH Department of Nursing and Midwifery (1)
MOPH Reproductive Health Directorate (1)
Institute of Health Sciences/Kabul or regional (1)
Afghan Midwives Association (1)
NGO representatives (2)
International representatives:
Donor Agency (USAID, World Bank, EC, JICA) (1)
United Nations Agency (UNICEF, WHO, UNFPA) (1)
MOPH, Ministry of Public Health; NGO, non-governmental
organization; USAID, United States Agency for International
Development; EC, European Community; JICA, Japanese
International Cooperation Agency; UNICEF, United Nations
Childrens Fund; WHO, World Health Organization; UNFPA,
United Nations Population Fund.
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to defer admission of new midwifery students until
it could determine how to address substantial gaps
in quality at the school.
Twenty-one schools participated in the stan-
dards-based educational management programme,
which began in November 2004. Since the schools
opened at different times, baseline and subsequent
assessments were staggered. Thirteen schools con-
ducted baseline assessments between December
2004 and April 2005. The remaining eight schools
conducted baseline assessments between February
2006 and April 2007.
Among the 12 schools that participated in the
programme from the beginning, average scores on
the baseline assessment were 67%, with a range of
33–93%.
Schools conducted an average of 1.7 internal
assessments prior to accreditation. Those schools
that started the programme early (2004 or 2005)
conducted more internal assessments than schools
that initiated the programme in 2006.
By April 2007, 19 schools had undergone a binding
accreditation assessment and were accredited. Two
schools remained in the process of performance
improvement and had not requested an accredita-
tion assessment. The average score for these
accredited schools was 91%, with a range of
81–98%. Both of the schools that had not been
assessed were very early in their programme.
Ten schools had ﬂuctuations in their overall
scores while conducting internal assessments. Four
schools had a steady increase in score and ﬁve
schools had only two assessments, at baseline and
for accreditation. Results are presented in Table 3
and Fig. 3.
Discussion
In general, schools had a steady increase in
educational performance during the observation
period as a result of using the standards to guide
speciﬁc goal-directed interventions. Ten schools
experienced a decrease in their overall achieve-
ment at some point during the process of internal
assessment or accreditation. There was a learning
curve for the appropriate use of the standards and
tools. Initially, schools expected that high scores
were needed so as not to disappoint their donors or
technical advisors. With experience, they learned
that falsely elevating their results did not help
them get the support needed to address their gaps.
In addition, their colleagues challenged apparently
ﬁctitious achievements. Ultimately, the majority of
schools underwent a transition from primarily
wanting to please to predominantly wanting to
achieve.
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Table 3 Percentage of standards achieved, by school, December 2004–May 2007.
School Baseline assessment Internal assessments Accreditation assessment
Date Score #1 #2 #3 Date Score
Kabul December 2004 50 79 68 January 2007 93
Heart December 2004 62 86 81 March 2006 90
Jalalabad December 2004 36 57 69 92 May 2006 93
Mazar-i-Sharif January 2005 50 74 86 80 February 2006 92
Kandahar June 2005 88 75 January 2007 88
Bamiyan December 2004 74 84 93 91 February 2006 88
Khost December 2004 48 79 83 88 February 2006 93
Paktiya December 2004 63 82 92 74 March 2006 86
Jawzjan February 2005 72 65 80 81 February 2006 95
Parwan February 2005 68 97 91 September 2006 98
Sar-i-Pul March 2005 93 95 97 93 May 2006 95
Takhar April 2005 33 83 64 April 2006 93
Badakhshan April 2005 64 71 83 July 2006 93
Samangan February 2006 67 May 2006 83
Nanghahar April 2006 75 March 2007 98
Wardak April 2006 82 May 2006 93
Kapisa June 2006 76 December 2006 88
Badghis June 2006 66 76 January 2007 81
Kunduz SCA December 2006 83 April 2007 84
Farah March 2007 75
Laghman April 2007 63
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The variation in self-assessment scores seen in
this educational performance improvement process
is similar to that which has been seen by JHPIEGO in
other programmes where the SBMR approach has
been used. The degree of variation and ﬂuctuation
is related to the extent to which the process is
open, collegial and transparent, and the mechan-
isms of redundant supervision and oversight. More
than one assessor and more than one opportunity
for assessment increased the extent to which
people understood the standards and applied them
correctly. In addition, supervisory systems which
are more punitive have greater impetus for
falsiﬁcation of results and thus greater variation.
Accreditation of midwifery education pro-
grammes in Afghanistan is one part of a compre-
hensive national programme to improve the quality
of education and health care in an effort to reduce
maternal and newborn mortality. By itself, accred-
itation is not a sufﬁcient initiative to reduce
morbidity and mortality, yet it may play a role in
an overall increase in both the quality of the
midwifery graduates and the quality of care
provided by midwives in general. It is hoped that
this will increase both public opinion about the
value of having a midwife to provide skilled care at
birth, and an interest among young women to be
trained as midwives.
Other countries in the region do not appear to
have a rigorous regulatory system in place to ensure
the quality of pre-service midwifery education, as
discussed during a regional conference on accred-
itation of skilled birth attendants held in New Delhi
in 2005.
23 The presence of a regulatory system for
midwifery education may help to limit the prolif-
eration of private, for-proﬁt schools that do not
focus on student competence or adequate clinical
experience.
The establishment of this accreditation pro-
gramme was facilitated by the tragedy of conﬂict
and isolation that Afghanistan has experienced in
recent decades. The lack of entrenched ideas about
ARTICLE IN PRESS
0
20
40
60
80
100
 Kabul
 Heart
 Jalalabad
 Mazar-i-Sharif
 Kandahar
 Bamiyan 
 Khost 
 Paktiya
 Jawzjan
 Parwan
%
 
o
f
 
S
t
a
n
d
a
r
d
s
 
A
c
h
i
e
v
e
d
Baseline 1st internal
assessment
2nd internal
assessment
3rd internal
assessment
Accreditation
assessment
0
20
40
60
80
100
 Sar-i-Pul
 Takhar
 Badakhshan
 Samangan
 Nanghahar/ Ghani Khel
 Wardak 
 Kapisa
 Badghis 
 Kunduz SCA 
%
 
o
f
 
S
t
a
n
d
a
r
d
s
 
A
c
h
i
e
v
e
d
Baseline 1st internal
assessment
2nd internal
assessment
3rd internal
assessment
Accreditation
assessment
Figure 3 Trend in education standards achieved, midwifery schools in Afghanistan 2004–2007.
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public health and health worker education allowed
a standards-driven accreditation process to take
hold and gain acceptance. A critical factor in the
acceptance of this level of quality monitoring is the
openness and willingness shown by the Afghan
Government and the MOPH. The MOPH and the IHS
invited technical assistance in the development of
curricula and human resource schemes that
allowed for substantial progress of new initiatives.
The MOPH was willing to cede most authority for
regulation of midwifery education to the Accred-
itation Board, allowing an institution of civil society
to make substantial policy decisions about the
education of health workers. While the authority of
the Accreditation Board has not been seriously
challenged to date, this degree of support from the
MOPH is promising.
The adoption of competency-based educational
principles and practices was a process that had
varying results. In those areas where the work of
graduates was to be visible and tangible, where the
graduate was expected to work within the same or
neighbouring province as the school, the faculty
had a greater investment in adopting competency-
based educational approaches. This was more
common in the community midwife programmes,
which were smaller and more personal. In the IHS
programmes, however, the graduates were distant
from the faculty, and their work post-graduation
was expected to be less well known. These
teachers adopted with less vigour a process of
education which ensured that each student grad-
uated with the fundamental competencies required
of a midwife. Again, the educational standards
were a somewhat useful tool for keeping attention
on the educational process. This approach will be
further tested once structured assessments of the
performance of graduates in the workplace are
conducted.
Most of the community midwifery schools
achieved accreditation before the graduation of
their ﬁrst class of students, or were working
towards likely accreditation. All of the schools
recognized the value of achieving accreditation,
both in terms of relieving their students from the
need to take the national licensing examination
as well as improving their position for securing
future funding. The hospital midwifery programmes
at the IHS were already in existence at the
start of the accreditation process, which meant
they were unable to achieve accreditation before
the graduation of the ﬁrst batches of students
in this post-conﬂict scenario. Nevertheless, three
of ﬁve IHS programmes did achieve accredita-
tion within the time frame established by the
Board.
Three of the 10 accredited schools received
essentially no external technical assistance due to
security or funding limitations. By their report,
because of the detailed nature of the assessment
tools and the interaction with other schools and
colleagues, they were able to improve their
educational performance in a goal-directed manner
and achieve accreditation.
While many of these educational programmes
included a component of follow-up of students
after graduation, the impact of this follow-up has
not been assessed. In addition, the quality of on-
the-job performance of these midwives has not yet
been assessed in comparison with their perfor-
mance during their education, or in comparison
with other midwives who graduated prior to the
establishment of the accreditation process.
There are other limitations to the process. Thus
far, there has not been a clear relationship between
educational excellence in the schools and clinical
excellence in the primary clinical teaching hospi-
tals and health centres. There is the possibility of a
woman graduating from an accredited school who
has inappropriate clinical skills. This is due to the
fact that the midwifery schools and the provincial/
central hospitals in which students gain clinical
experience are under separate management, as is
the case in most places in the world. There is a
need to continue to improve clinical care in the
teaching hospitals and to build a stronger relation-
ship between the schools and the hospitals/clinics.
Inclusion of several select clinical standards in the
accreditation process to build that relationship has
been undertaken recently.
Conclusions
The process of achieving high-quality education of
midwives in a limited-resource setting is achievable.
Academic programmes can participate in a process in
which they deﬁne the parameters by which quality
education should be measured, and then enable
their own achievement of that quality. The regula-
tion of educational standards in Afghanistan appears
to have promoted an environment where quality is
not seen as a task or a chore, but as the goal.
The process should not end with the ﬁrst
achievement of accreditation. As the process
continues to develop, new standards that deﬁne
higher levels of quality or alternate perceptions of
quality will be introduced. It is reasonable to
continually raise the bar in the pursuit of quality,
but only once there is global acceptance and
agreement that the process is both desirable and
achievable.
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